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Rebecca M. Stahl†

This article deﬁnes trauma and how it manifests in the dependency court system. Trauma is prevalent in child welfare cases
and all of the professionals on these cases can respond to the trauma they see and experience more effectively through a better understanding of how to regulate the nervous system and the body. Trauma often manifests as difﬁcult behaviors in the
dependency court world, but there is a lack of information for effective strategies to deal with it. This article discusses how
families and professionals experience trauma in dependency court and provides tools rooted in a physiological understanding
of trauma. It will help professionals notice and respond to trauma in themselves and others.
Key Points for the Family Court Community:
 There are many ways to deﬁne trauma, and using a broader deﬁnition of trauma helps put people’s actions into
context.
 The discussion about the implications of trauma on family court parties and professionals helps inform every family
law decision.
 Trauma manifests in recognizable ways, and learning to recognize trauma manifestations can help professionals interact with clients and each other better.
 Learning the skills to respond to trauma manifestations is important for family law professionals.
Keywords: Child Welfare; Dependency; Nervous System; Trauma.

I. INTRODUCTION
In the past ten years, the word trauma has entered mainstream discussions in all types of family
law, including private dispute resolution, state-involved child welfare cases, and delinquency cases.
There are several deﬁnitions of trauma and numerous studies on how the impact of trauma affects
people differently. This article, as part of this special edition of Family Court Review on child welfare related issues, focuses on the unique impacts of trauma in state-involved, child welfare cases.
The issues here can be extrapolated to other family cases, but dependency cases often exacerbate
the underlying trauma issues in families and the professionals.
It is important to deﬁne the parameters of this article. I refer to these cases as dependency cases.
This is not the only word used to describe state-involved child welfare cases, elsewhere they are
called child protection or child welfare cases. This article discusses the underlying trauma that
exists in dependency actions generally. While the focus is on the United States, the issues addressed
can be extrapolated to dependency cases worldwide. I use “they” as a singular pronoun.1 In order
to be inclusive, I will not use gender-speciﬁc pronouns except in actual quotations.
This article focuses on trauma and how dependency professionals can respond to trauma more
effectively, when they have a better understanding of how to regulate the body and the nervous
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system. It is impossible to discuss trauma without ﬁrst discussing systemic and institutional trauma,
particularly because these issues affect children and families in the dependency system disproportionally.2 This article focuses on changing individual responses and on bias and nonjudgment
in all contexts.
This article proceeds in the following manner: Part II of this article addresses the varying deﬁnitions of trauma and how they relate to dependency. Part III addresses what makes trauma in dependency unique, including a look at systemic trauma. Part IV focuses on trauma’s impact on
professionals in the dependency system, and Part V discusses how to respond to trauma manifestations when they arise in families and professionals.
II. DEFINING TRAUMA BROADLY IMPACTS HOW PROFESSIONALS CAN RESPOND
Trauma in dependency cannot be observed in a vacuum. As we will see, the impact of the dependency system can and usually does exacerbate any other trauma that occurs in someone’s life, in the
families and the professionals in the system. When trauma is deﬁned narrowly or objectively, as
through the Diagnostic and Statistical Manual, the options for responding are limited. When trauma
is deﬁned broadly as nervous system dysregulation, the opportunities to respond to trauma manifestations increase, and professionals can help themselves or their clients. In this context, narrow and
broad are similar to the difference between objective and subjective. When trauma is deﬁned by
objective criteria the responses available are limited but when trauma is deﬁned by subjective, internal experiences, there are multiple responses available. I examine various ways to deﬁne trauma as
background for describing these responses outlined in later sections.
This article was written between March and May 2020, during a time when the novel coronavirus
pandemic affected the entire world. Any article about trauma cannot ignore the effect COVID-19 is
having and will continue to have on the world, and as related here, on the dependency system.
Other articles in this edition address COVID’s speciﬁc effect on dependency,3 but I want to mention
the piling on effect. The impact of social isolation, a decimated economy, and the uncertainty of
how life will look in the future, has had a yet-unquantiﬁed effect on the mental health of people
around the world. We already know that COVID-19 has worsened prior mental health issues and
the mental health system is overrun with new issues.4 COVID-19 will have lasting inﬂuence on
people’s mental health long after it is safe to go back into public because, as will be discussed
below, it will likely reduce people’s tolerance for additional trauma.
A. TRAUMA DEFINED BY AN EVENT

Deﬁning trauma by an event is the most objective but also the narrowest way to deﬁne trauma.
The word trauma is derived from the Greek word for wound.5 Multiple aspects of dependency participants’ lives can be traumatic. For example, they may face bullying in school, a car accident, or a
family member’s cancer diagnosis. While it is important to focus on the trauma that brought a child
into the dependency system, or the trauma of being in the dependency system itself, it is equally
important to pay attention to how events external to the case affect a child.
For many professionals in the legal ﬁeld, trauma begins and ends with the Diagnostic and Statistical Manual of Mental Disorders (DSM).6 Now in its 5th edition (DSM-5), the DSM is the preeminent way to classify mental health disorders in the United States. Insurance companies use the
DSM to provide or to deny treatment.7 The DSM-5 deﬁnes trauma through the circumstances that
can result in a diagnosis of post-traumatic stress disorder (PTSD), including:8
The person was exposed to: death, threatened death, actual or threatened serious injury, or actual or
threatened sexual violence, in the following way(s):
Direct exposure
Witnessing the trauma
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Learning that a relative or close friend was exposed to a trauma
Indirect exposure to aversive details of the trauma, usually in the course of professional duties (e.g., ﬁrst
responders, medics).

The DSM-5 requires there be a speciﬁc incident or incidents that result in speciﬁc behaviors for
a diagnosis of PTSD. The DSM limits the deﬁnition of trauma to objective, external situations
where a person experiences speciﬁed symptoms. These symptoms must last for at least a month and
include, “at least one re-experiencing symptom, at least one avoidance symptom, at least two
arousal and reactivity symptoms, [and] at least two cognition and mood swings.”9 These experiences are not the only instances that can cause trauma. Even without meeting the diagnostic criteria,
some people experience signiﬁcant trauma in their lives that affect their behaviors.
The DSM-5 did make one signiﬁcant improvement. It was the ﬁrst edition to allow indirect
exposure, or vicarious trauma, to be a basis for a PTSD diagnosis.10 Vicarious trauma affects all
healing professionals, including lawyers, court personnel, and other dependency professionals.

B. TRAUMA: DEFINED BY LONG TERM EFFECTS

There is a growing recognition that adverse childhood experiences (ACEs) can be traumatic and
affect someone’s long-term mental and physical health. Dr. Nadine Burke Harris, a pediatrician,
ACEs researcher, and the ﬁrst Surgeon General of CA, discusses the need for a diagnosis of toxic
stress in her book, The Deepest Well: Healing the Long-term Effects of Childhood Adversity.11 She
bases much of her discussion throughout the book on the original ACE study.12 What Dr. Harris
describes as toxic stress impacts long-term mental and physical health and can provide a foundation
for a discussion about how trauma manifests and how to respond to it when it manifests behaviorally and mentally.
The original ACE study has signiﬁcantly contributed to our understanding of childhood adversity
and its effect on emotional and physical health. Drs. Vincent Felitti and Robert Anda conducted the
study in San Diego, California from 1995–1997 through Kaiser Permanente.13 The ACE study
found that the more adverse childhood experiences someone has the higher their rate of physical
ailments later in life including, heart disease, pulmonary diseases, etc.
The ACE questionnaire is simple to take.14 The original ACE study consisted of only ten questions. For yes responses, the participant tallied one point.15 A person with an ACE score of four is
twelve times more likely to have attempted suicide than someone with an ACE score of zero.16 An
ACE score of six lowers someone’s life expectancy by an average of twentyyears.17
While the ACE study provides a causal connection between childhood adversity and adverse
health conditions experienced later in life, it also grossly understates the problem. “[T]he speciﬁc
questions that measured ACEs in previous studies, although universally important, might not reﬂect
all of the salient stressors encountered by children and families living in poor urban communities,
[which] might have signiﬁcant contributions to suboptimal outcomes.”18
A Philadelphia ACE task force did an expanded study where they asked more questions related
to both adversity and resilience. They also asked questions both in writing and by reading to participants to aid participants’ understanding.19 In addition to the original ACE items, the adversity questions included “witnessing violence, experiencing racism/discrimination, living in unsafe and
unsupporting neighborhoods, experiencing bullying, and being in foster care.”20
Research on the long-term impacts of adverse childhood experiences helps put both parent and
child behaviors in the dependency system into context. Substance use remains one of the common
reasons parents enter the dependency system.21 People with an ACE score of four or more are
“twelve times more likely to have attempted suicide, seven times more likely to be alcoholic, and
ten times more likely to have injected street drugs.”22 Further, children with an ACE score of four
or more are “thirty-two times as likely to have learning or behavior problems”23 and higher rates of
headaches than children with no measurable ACEs.24 Many of my child clients reported frequent
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headaches when asked. ACEs as a measurement of long-term health consequences are a way to
measure the amount of toxic stress a person has experienced, but they are not sufﬁcient to tell a professional in the dependency system how to respond to trauma as it manifests in the moment.

C. TRAUMA: IMPACTS ON LONG-TERM DEVELOPMENT AND BEHAVIORS

ACEs also show up as trauma and have an impact on long-term development and behaviors.25
Dependency court professionals should notice and respond to these in their cases. Children exposed
to trauma and chronic stress have been shown to have smaller brains.26 When children live in high
stress or traumatic environments, the increased cortisol “inhibits cognition (clear thinking).”27 These
issues are tied together, but the smaller brain volume and the increased cortisol interrupting cognition are two key factors speciﬁcally affecting brain development. Removal from the home is also
traumatic.28 When a child welfare agency becomes involved with a family, they must take immediate appropriate measures to both address the trauma before state intervention and the trauma caused
by state intervention.
Further, chronic stress and trauma affect a person’s ability to regulate their stress response
later in life.29 The amygdala and the hypothalamus govern the brain’s stress response and
repeated exposure to toxic stress and trauma rewire the brain to expect more trauma in the future,
making it difﬁcult for someone who has been exposed to toxic stress to feel safe in the future.
Dr. Harris says, “But the stress response can do its job a little too well sometimes. This happens
when the response to stimuli goes from adaptive and lifesaving to maladaptive and health-damaging.”30 The overreaction becomes a survival response that may become maladaptive in healthy
relationships.
Similarly, long-term stress and trauma inhibit sleep, “which makes a lot of sense if you are living
in a forest full of bears—better to be a light sleeper.”31 The problem is that a lack of sleep perpetuates the cycle, never allowing the brain to rest and rejuvenate, potentially leading to cognitive deﬁcits.32 Without intervention, foster youth generally sleep less than non-foster youth, which can lead
to more cognitive and behavioral problems.33 The dependency cycle is a toxic stress environment,
which causes the brain to respond as though most interactions are a threat, and a lack of sleep that
never allows the brain to rejuvenate, increasing the likelihood of cognitive impairment.
Stress and trauma can also affect decision-making. For example, people have a tendency to make
more egocentric decisions while under increased stress.34 The research suggests people become
more self-focused when they are under high levels of stress with high emotions, which is exactly
the situation a dependency case creates. 35 Stress can also cause people to feel more anger, act more
aggressively, and have reduced behavioral control that manifests as “reduced self-control and
increased impulsive behavior.36 These behaviors frequently manifest in parent clients, and also in
the children and professionals in the dependency system.
The research on the impact of stress on decision-making is particularly relevant in dependency
cases, which usually require that parents remedy the circumstances that brought their children to the
state’s attention and behave safely and appropriately as a condition precedent to reuniﬁcation with
their children. We know that removing children from the home is traumatic for both parents and
children, and many parents in these cases have experienced trauma and chronic stress before their
children are removed. Parents’ nervous systems are likely ill-equipped to respond immediately to
dependency case requirements, including parenting classes, substance use classes, domestic violence classes, visitation, and therapy, among others. Parents in dependency cases are often viewed
negatively when it appears as if they choose drugs, a partner, or some other life experience over caring for their children. As a result, if the trauma is not addressed, and the parent is unable to cope,
the parent’s ability to reunify with their children is diminished.37
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D. TRAUMA: DEFINED THROUGH ITS EFFECT ON THE NERVOUS SYSTEM

Trauma can also be deﬁned as that which overwhelms the nervous system to such a degree that
the nervous system can no longer function correctly.38 When a person has sufﬁcient resiliency the
nervous system can handle even excessive amounts of stress.39 When the nervous system becomes
overwhelmed and lacks resiliency, it can get stuck in ﬁght, ﬂight, or freeze responses, or a combination of any of the three together.40
The ﬁght-ﬂight response is governed by the hypothalamic–pituitary–adrenal (HPA) axis.41 In
addition to the HPA axis, there is the Sympatho-adrenomedullary (SAM) axis.42 Together, the
hypothalamus, pituitary, and adrenal glands respond to the amygdala’s fear warning system. They
cause the body to release cortisol, the longer-lasting stress response hormone and adrenaline and
noradrenaline, the shorter-acting stress hormones.43 These hormones activate the ﬁght-or-ﬂight
response and allow the person to either ﬁght the stressor or ﬂee from it.
Generally, ﬁght-or-ﬂight responses shut down certain aspects of the body’s functioning, while
amplifying others. For example, it becomes more difﬁcult to digest food and sleep because these
functions are unnecessary if someone is ﬂeeing from a threat. By contrast, muscles tense, heart rate
increases, and pupils dilate to improve vision when the ﬁght-or-ﬂight system activates.44 While
these are not the only responses activated, they are the most noticeable.
Many people, including those in the dependency system, are familiar with the term “ﬁght-orﬂight.” Fewer people discuss the freeze response as a trauma response, but it is not without its
common usage. When people describe a “deer in headlights” or a possum “playing dead,” they
are referring to the freeze response. Physiologically, the freeze response happens when ﬁght and
ﬂight are no longer an option, so the system freezes to hide from a threat.45 Fight-or-ﬂight activation remains beneath the freeze response, so when the freeze response lifts, the animal, in our
case a human, can ﬂee.46 The human freeze response is slightly different than that of other mammals. “Rather than being a last-ditch reaction to inescapable threat, paralysis becomes a ‘default’
response to a wide variety of situations in which one’s feelings are highly aroused.”47 Humans
often go into a freeze response when it would not be expected and when it may not be physiologically warranted.
When stress is encountered as a one-time occurrence, once a person leaves the stressful situation,
the “feedback inhibition” response activates, and the SAM and HPA axes shut down.48 For many
families involved in the dependency system, however, their stress does not abate and this response
does not shut down. In a 2009 study of foster youth, researchers found dysregulated cortisol levels
in the foster youth as compared to non-maltreated children.49 When stressors occur too frequently
or too intensely, the body can no longer shut down the HPA and SAM axes.50 When this happens,
the nervous system remains in ﬁght, ﬂight, or freeze mode. These physiological responses are survival responses, meaning the nervous system activates because the brain thinks the person is in danger. If the nervous system never down regulates, the aspects that were shut down, including sleep
and digestion, are unable to function properly.
Behavioral indicators of ﬁght, ﬂight, and freeze happen throughout the dependency system. I
have observed many child clients run away from their foster placements, and children and adults
who scream and yell at judges in court or sit slouched in their chairs unable to hear or understand
what is happening around them. Professionals are not immune either. They may send inappropriate
emails, yell at each other, or miss deadlines. All of these can be trauma responses.
E. MANIFESTATIONS OF TRAUMA

There are very speciﬁc behavioral and physiological responses to trauma that professionals may
see in themselves or their clients. Once professionals understand them, they can use this knowledge
to respond more effectively when clients exhibit these behaviors. Fight, ﬂight, and freeze manifest
in different ways, and the response to each should be different. They all share one similar characteristic – when the nervous system is in a ﬁght, ﬂight, or freeze response, the executive brain function
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decreases and sometimes shuts down entirely.51 Trauma activation limits a person’s ability to think
rationally. The nervous system must down-regulate before having a meaningful conversation with
someone when they are triggered.
This section is not speciﬁc to participants or professionals in the dependency system. I have seen
these manifestations in biological parents, foster caregivers, relative caregivers, children, and professionals. The overview here will help professionals recognize where they have noticed these manifestations, in others or themselves, and help them contemplate how to respond. The ﬁrst requirement
of responding is to notice, and this section describes what you may see when someone, including
yourself, is in a ﬁght, ﬂight, or freeze response.
When someone is in a ﬁght response, they look as though they are getting ready to ﬁght.52 People in this nervous system state tend to lean forward, and their eyes tend to be sharp and focused.
Their muscles are tense, particularly their arms and facial muscles, and their neck is usually forward
from the chest and very tense. In addition, their breath is shallow and short, meaning it looks like it
is in the upper chest near the throat. Often people will look like they are speaking through clenched
teeth. This is a very focused state of awareness, and people can be loud in this state, sometimes
even screaming. They may use words that indicate ﬁghting. Easy irritability and frustration are emotional indicators of the ﬁght response.
The ﬂight response, at ﬁrst, can look very similar, but instead of the laser focus of the ﬁght
response, there is a sense of movement. This is not a regulated sense of movement; it looks much
more like someone is looking for an escape route. People will often look around the room, shake
their leg, and ﬁdget like they cannot stop energy from moving in their bodies. People’s eyes may
still be piercing, but they will likely not be focused on one spot. People who often go to a ﬂight
response will talk about hiding or running away, and it may be difﬁcult to get them to focus on a
consistent train of thought.
Freeze is much more difﬁcult to recognize because it generally results in people telling you they
are “ﬁne,” and using words like “whatever.” Physiologically, the freeze response is actually the
highest state of activation in the nervous system, but the brain believes the danger is so grave, the
person must freeze, or hide, from the danger. This leaves the viewer with a confusing picture. The
person looks tense but unfocused. In this space people tend to slouch, look at the ﬂoor, and often
ask for information to be repeated. When speaking to someone in a freeze response, it can feel similar to speaking to a wall.
In addition to these very speciﬁc ﬁght, ﬂight, freeze responses, trauma manifestations can be
physical, emotional, mental, behavioral, social, and spiritual.53 There are lists of these manifestations all over the internet and in many books. I list several here from Gina Ross’s book, but this
list is not exhaustive. This list is based on my experience of the most common manifestations I
saw in participants and professionals in the dependency system. As you read these, think about
clients and professionals you know, perhaps including yourself, who exhibit these trauma
manifestations.
Physical symptoms include chronic pain, tension, backaches, headaches, hyper-alertness
(jumping at loud noises), panic attacks, and sensitivity to senses.54 Emotional manifestations
include intense and unpredictable emotions, profound helplessness, loss of sense of adequacy, loneliness and isolation from others, and uncontrollable fear after an event has ended.55 Mental manifestations include confusion and disorientation, forgetfulness and loss of skills, paranoid beliefs,
inability to reason, tendency to blame or judge oneself or others, and “projection of difﬁcult feelings and thoughts onto others.”56 Behavioral manifestations include inability to sit still, tapping feet
uncontrollably (I have seen many lawyers who do this constantly), acting out with risky behaviors,
addictive behavior, dysfunctional communication, “fear of loss of control, leading to perfectionist
or obsessive-compulsive behavior.”57 Over the course of thirteen years in the dependency system, I
saw these manifestations in clients, parents, caregivers, and professionals on a daily basis. When we
think about trauma as these broader deﬁnitions, we see that manifestations are not unique to any
type of person, and they are not indicators that someone is weak. They may be signs that someone
has experienced too much trauma and needs to ﬁnd healing.
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F. HEALING FROM TRAUMA

The nervous system can heal and improve from trauma and its manifestations. Resilience
research is slowly emerging. The most important aspect of resilience is to have a loving, caring
adult in a child’s life.58 For adults, social engagement is one of the key avenues for healing.
Dr. Stephen Porges writes59:
it is my hope to highlight the important role of feeling safe as an important component of the healing
process. . . . [D]eﬁcits in feeling safe form the core biobehavioral feature that leads to mental and physical illness. It is my sincere hope that furthering an understanding of our need to feel safe will lead to
new social, educational, and clinical strategies that will enable us to become more welcoming as we
invite others to co-regulate on a quest for safety.

Several years ago, I asked a group of trauma healing professionals what they would teach a group
of lawyers regarding trauma-sensitive interviewing. The most common response, by far, was “learn
to regulate their own nervous system ﬁrst.” Learning to regulate your own nervous system is important because of what Dr. Porges says here; it is when we are regulated that someone with us can feel
safe. Safety is the key component because the lack of safety “leads to mental and physical illness.”
Other people are more likely to feel safe around you when your own nervous system is regulated
because of “co-regulation.” Co-regulation is “a bidirectional linkage of oscillating emotional channels between partners, which contributes to emotional stability for both [parties].”60 Essentially, coregulation means that one person’s nervous system affects another person’s nervous system. Therefore, if one person is regulated, the other person can begin to regulate through co-regulation.61 If
children or adults in the dependency system are surrounded by people with dysregulated nervous
systems, they cannot regulate themselves.
III. DEPENDENCY ISSUES THAT EXACERBATE TRAUMA AND ITS
MANIFESTATIONS
There are aspects of the dependency system that impact families and professionals differently
than other types of family law. Speciﬁcally, there are mandatory federal and state case timelines,
children in the dependency system are more heavily medicated than other children, and the dependency court system and processes can be traumatizing.
Dependency cases are unique among family law cases because of their compressed timelines. In
the United States, federal law requires a permanency hearing within twelve months of a child being
removed from a parent’s home.62 A permanency hearing is where the court determines the permanent plan for a child such as family reuniﬁcation, permanent guardianship, or termination of parental rights, and adoption. For children under the age of three, parents may have only six months to
advance in a case plan before courts can change the case plan to terminate their parental rights or
place their children in a permanent guardianship.63 Children need not be returned in that time
period, but parents must be making enough of a shift and change that return is imminent. If not returned to their biological parents, children can be adopted or placed into a guardianship.
Parents, therefore, have six to twelve months to address their underlying trauma, obtain a legal
form of income or employment, and secure a stable and appropriate home. Frequently, parents are
required to attend multiple classes, often without transportation, while making time to visit their
child, regardless of their distance from the child. Distance can be a signiﬁcant impediment to visitation and maintenance of an ongoing relationship between parent and child.
Why not allow more time? The need for permanency drives child welfare policy.64 Research
clearly demonstrates that children have a different sense of time than adults and that permanency
helps children. Living life in limbo can be disorienting for children, and as discussed earlier, safety
and stability are vital to resolving the child’s trauma (and the parent’s). Problems are not solved
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overnight, however, and even the initial trauma of having children removed from their care can
cause parents to go into shock for part, or all, of the reuniﬁcation time period. Research also clearly
demonstrates that children do best in biological families and when they can continue to have contact
with their biological families while in care.65 The goal of dependency cases is always to reunify
families unless there is a statutorily allowed reason not to attempt reuniﬁcation.66 This creates an
inherent tension between giving parents the time to heal and address their own trauma, and to create
the stability and safety that their children need, while also addressing the children’s need to be in
their family of origin and in a permanent situation in a timely manner.
In addition to the strict time constraints seen in dependency cases, an added problem is the rampant use of psychotropic medication in the foster care system. This occurs because of a lack of
understanding regarding trauma and toxic stress. Children in foster care receive psychotropic medication at a rate much higher than children on non-foster children on Medicaid.67 In one study, more
than forty percent of foster youth were on three or more psychotropic medications.68 As noted
above, children with ACE scores of four or more are more than thirty-two times as likely to have
behavioral issues. These children are “told that they [have] ADHD or a ‘behavior problem’ when
these problems were directly correlated with toxic doses of adversity.”69 Dr. Harris states:70
Currently, ADHD is a diagnosis based entirely on symptoms. . . . [T]he criteria include inattention, impulsiveness, and hyperactivity, but the Diagnostic and Statistical Manual of Mental Disorders doesn’t say a
word about the underlying biology. What it does say is that if these same symptoms are associated with a
different mental disorder, like schizophrenia, then it’s no longer ADHD. Similarly, if we see impulsivity and
hyperactivity but discover that those symptoms are caused by a brain tumor, we can’t diagnose ADHD.

By recognizing that ADHD is a symptom diagnosis and the effects of trauma can manifest in ways
similar to ADHD, professionals working with foster youth should get appropriate treatment for
these youth, rather than accept a simple diagnosis that ignores the underlying biology of chronic
stress. “[T]he diagnosis of toxic stress doesn’t yet exist in the medical literature,”71 but the research
on children in the foster care system and psychotropic medication indicates doctors are too quick to
make an ADHD diagnosis, when the problem is really “toxic stress.”
Being in court, itself, is traumatic. The National Center for State Courts recognizes the importance of moving cases quickly through the system, particularly when they involve issues of children
and families,72 but of course that also adds stress to the process. Simply going to court can be scary
and overwhelming for families and children. As the Philadelphia ACE study found, experiencing
foster care is an adverse childhood experience that can lead to multiple mental and physical problems.73 And while in court, participants often feel that no one explains what is happening to them.
Court can move quickly, lawyers and judges have multiple cases per day, and the trauma of the situation itself makes it difﬁcult for many parents to retain the information they are given. Families are
confused and scared. They are trying to get back together, yet trauma makes it difﬁcult to hear and
understand what is happening.
This raises a rarely discussed problem in the dependency system; trauma manifestations themselves are often used to “support” an assertion that a parent cannot parent. The inability to get to
classes, the inability to change behaviors, and the outbursts in court stemming from a lack of understanding what is happening are all trauma manifestations. They are also often the reasons cited for
why parents should not have their children returned to them. While these behaviors may not be safe,
the answer should not be to misdiagnose the problem but to acknowledge that the family is
experiencing toxic stress and address the trauma.
IV. TRAUMA AND ITS IMPACT ON PROFESSIONALS
Understanding trauma’s impact on dependency professionals is not only important for professionals’ own sakes. As anyone who has ever traveled on a plane knows, “you have to put your own
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mask on before helping others.” Another way to say this is that the heart pumps blood to itself ﬁrst.
It is necessary for professionals to take care of themselves in order to be the best professionals they
can be. In order to do that, professionals must ﬁrst understand the impact of trauma on themselves
and how the trauma and stress shows up in their world.
In recent years, there has been a push to discuss burnout, compassion fatigue, and vicarious
trauma within the legal profession, particularly within the dependency system. While they are often
described as similar issues, they can also be described as stepping-stones to a state of overwhelm
that must be addressed differently. I separate them out below to help professionals manage their
response to each one.
Before discussing stress and vicarious trauma, it is important to discuss primary trauma among
professionals. Incivility in courts has become commonplace. California now requires new attorneys
to take an oath to be civil to one another, stating, “[a]s an ofﬁcer of the court, I will strive to conduct myself at all times with dignity, courtesy, and integrity.”74 Notwithstanding the administration
of this oath, many lawyers still treat each other as well as mental health professionals, witnesses,
and social workers with high levels of incivility. Dependency cases are difﬁcult and can cause people to act worse than they otherwise might, perhaps by yelling at colleagues/adversarial attorneys or
by sending reactionary emails. In my experience professionals treat each other poorly because of
our own vicarious trauma.
Burnout is a condition that was commonly discussed in the legal profession long before the
words such as compassion fatigue and vicarious trauma entered the lexicon.75 Burnout is working
too hard and not getting enough rest, which causes the sympathetic nervous system hormones
described above to become commonplace.76 Burnout can lead to potentially debilitating health conditions, although it can be addressed by getting enough rest, reducing workload, and taking adequate care of oneself.77 Unfortunately, in most jurisdictions, professionals in the dependency
system are overworked, underpaid, and struggle to address burnout effectively.
Compassion fatigue is unique to healing professionals. Anyone who works in the dependency
system is in a healing profession. Compassion fatigue is a shift in mental perspective that affects
how someone views the world, when so much of their daily life is consumed reading about and
hearing about other people’s trauma.78 Compassion fatigue has less to do with exhaustion, although
that plays a part, and more to do with an overwhelming sense that the world is not the place one
once believed it to be.79 For example, it is easy for people who work with dependency cases to forget that the majority of families are mostly functional, and domestic violence is not the predominant
form of interaction between intimate partners.
Similar to primary trauma, vicarious trauma occurs in the nervous system and can have the same
results discussed regarding ﬁght, ﬂight, and freeze.80 Vicarious trauma is when the nervous system
becomes overwhelmed from what happens to other people. As noted above, the DSM-5 now recognizes that vicarious trauma can be an underlying cause for PTSD, and when someone experiences
vicarious trauma, they can experience all of the trauma responses discussed earlier, including nervous system dysregulation and behavioral health, mental health, and physical health shifts.

V. WHAT DO WE DO WHEN TRAUMA MANIFESTS?
A. ADDRESSING BIAS

Human brains are wired to ﬁnd the simplest answer. These biases, or labels, help humans make
sense of the world. They also cause people to potentially believe something about someone that is
not true for that individual. It is therefore important, in being trauma-responsive professionals, that
we examine and address our own personal biases.
There are different kinds of bias/labels. Sometimes bias can be neutral. For example, think to
yourself what happens around June 20th of every year. If you pay attention to the seasons, and you
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live in the northern hemisphere, you likely think that it is the summer solstice. If you live in the
southern hemisphere, however, it is the winter solstice.
Why does it matter how you view the solstice? It is simple to believe that our own way of seeing
the world is the correct way.81 As dependency professionals, however, our job is to see the world
from our clients’ points of view. I cannot understand a client if I can only see their world from a
metaphorical northern hemisphere perspective. There is no meaningful social engagement without
trust. There is no trust without someone feeling seen and heard. There is no feeling seen and heard
without a lack of judgment.
As dependency professionals, therefore, we must start by slowing down and utilizing Type
2 thinking as described by Daniel Kahneman.82 Kahneman describes Type 1 thinking as automatic
thinking; it is what our brains do quickly to get to an answer.83 Type 2 thinking is slower and more
methodical and takes the brain out of “automatic.”84 The ﬁrst step is to listen to someone and their
story. The next step is to believe them, even if their story does not ﬁt within the conﬁnes of your
world view. What might seem impossible to fathom for you might be a daily occurrence for someone else. Professionals cannot deﬁne other people’s stories. The law and circumstances may deﬁne
whether their experience is sufﬁcient for a child to be removed from parents, but your job is to let
them tell their story.
For example, consider the situation where someone says the police planted evidence that led to
the removal of a child. Many people are raised to believe that police tell the truth. However, stories
have emerged about police misconduct, including planting evidence. In Chicago, more than eighty
people were exonerated after a police ofﬁcer was convicted of planting evidence that led to their
convictions.85 Professionals must listen to the entire story and not revert to bias about any group.86
Similar to bias, the words we use matter. It is important that we choose our words carefully when
referring to clients either directly or indirectly. For example, saying someone is “autistic” is very
different from saying that someone has “autism.” In the former, you are letting the characterization
deﬁne the person. In the latter, the term is just one characteristic that is part of that person. We do
not say that someone is cancerous; we say they have cancer. Similarly, when referring to mental
health conditions, while it is easy to say that someone “is borderline,” it is preferable to say they
“have borderline personality disorder.” Why does it matter? Ask yourself, is it easier to return a
child to “a borderline,” or to someone “who has borderline personality disorder.” Of course, using
people’s correct pronouns and names is important as well, regardless of whether you believe in their
gender identity or expression. For some people, the use of proper pronouns and names as validation
of their gender identity is a matter of life and death.87
These examples offer just a brief glimpse at the most basic ways to address bias overall. Incorporating them into your practice will help your clients feel safe enough around you to speak with you
and share their stories.88

B. SUGGESTIONS FOR DEPENDENCY COURT PROFESSIONALS

Peter Levine, one of the foremost experts on trauma, says that “[t]rauma is not what happens to
us, but what we hold inside in the absence of an empathetic witness.”89 Being an empathetic witness is one of the simplest, albeit not the easiest, ways anyone can help address trauma daily in the
dependency system. What does it mean to be an empathetic witness? Although there are many ways
to learn to act as an empathetic witness, we will cover some of the easier ones to implement in this
section.
First, and this might be the most difﬁcult, to be an empathetic witness, you must be able to regulate your own nervous system. Nervous system regulation happens both over time and in the
moment. Over time it happens through your own self-care. In individual moments, it occurs by utilizing the techniques described in this section.
There are many different types of self-care. Only you can know what works for you, although
connecting to loved ones (e.g., friends, family, partners) is key. Social engagement happens when
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we emerge from trauma responses. Face-to-face contact helps regulate the ﬁght-ﬂight response
according to Dr. Stephen Porges.90 Social engagement can also be the very thing that brings us out
of a trauma response.91 Spending time with friends and family, particularly if there is laughter
involved, is one of the best ways to take care of yourself. One of the challenges of social distancing
during the COVID-19 experience is that people are increasingly stressed because they are lacking
face-to-face social engagement, and the effect on mental health issues has been profound. Other
ways to regulate the ﬁght-ﬂight response include yoga or meditation, walks in nature, interacting
with pets, hobbies, volunteering, listening to music, getting a massage, and going to therapy. Whatever you enjoy, that does not involve excessive substance use, can be key to your own self-care.
And why is self-care so important? If your nervous system is too dysregulated, you are
unable to respond to someone else’s dysregulated nervous system in a healthy way. Further,
because of co-regulation, your ability to stay regulated can help the other person’s nervous system regulate. Even as humans get older, we can still regulate through other people.92 While
there remains debate about the role of mirror neurons,93 there is evidence to suggest “the
actions, emotions, and sensations of others are mapped by the same neural mechanisms that are
normally activated when we act or experience similar emotions and sensations.”94 The second
person’s body “maps” the emotions of the ﬁrst person and embodies at least some of the ﬁrst
person’s emotional state.95
In addition to regulating your own nervous system, there are simple steps and tools you can use
to help the person you may be interviewing, sitting next to in a courtroom as an attorney or as a
party or witness, etc. It is always important to recognize the trauma manifestations in the person
with whom you are interacting. Notice if the person is exhibiting ﬁght characteristics, ﬂight characteristics, or freeze characteristics as described in Part II.
There are also techniques that work to down-regulate the nervous system when it is overactivated. I would suggest you try these while reading them and try to notice if any changes occur
in your own nervous system or body.96












Orienting – Orienting means slowly looking around the room while allowing your eyes to
guide you to anything that draws their attention. Allow your eyes to rest on various objects
for at least a moment and then continue looking until your head has moved back and forth
at least a couple of times. It is often helpful to let your eyes rest on images or objects that
evoke more of a pleasant feeling rather than those that are less pleasant.
Grounding – Grounding is about noticing wherever in your body you feel grounded or
anchored. Some people feel grounded in their feet, others in their backs, others in the back
of their legs. Take a moment right now to notice where in your body you feel most
grounded or connected and notice if there is a shift in how your body feels.
Noticing the breath – Noticing the breath is exactly as it sounds, simply noticing. There is
no intent to change the breath here, only to notice where it is. As you notice it, pay attention to whether it changes or shifts in any way.
Centering – Everyone’s body has a center, and for some people, just bringing awareness to
the vertical center of the body can down-regulate the nervous system. Imagine a line parallel to the spine between the front and back of the body going down through the ground
and up through the crown of your head. Notice if there is a change in your body sensations as you imagine this line.
Tap into your senses – Noticing the ﬁve senses can bring our awareness back to the body
and help down-regulate. One of the simplest ways to do this is to notice ﬁve things you
see, four things you can touch, three things you hear, two things you can smell, and one
thing you can taste.97
Soothing movements/touch – Most people have self-soothing techniques where they hold
their hands a certain way, stroke their arms, play with their hair, or something similar.
Chances are good you have noticed these in yourself or in your closest friends and family.
Think about how you self-soothe and actively do it.
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Sensory/ﬁdget tools – Do you remember the ﬁdget spinner phase? There was a reason they
worked so well. Sensory toys and ﬁdget spinners bring awareness and sensation back into
the body and give the nervous system something to feel other than the underlying ﬁght,
ﬂight, freeze symptoms.

These techniques help you down regulate your own nervous system, which is the ﬁrst step
toward helping your clients feel safe. When noticing shifts in your body and nervous system, you
can also often notice whether another person is going from a ﬁght, ﬂight, or freeze response back
into a rest and digest state, by noticing a few simple characteristics of the body. The easiest way to
notice this is when the person’s eyes meet yours in a comfortable gaze. True social engagement
occurs when we can be with someone and look them in the eyes without it feeling overwhelming
for either party.98 If eye contact is not appropriate, you can notice the lack of ﬁght, ﬂight, freeze
responses in yourself and your clients.
Other avenues for engaging in a trauma-responsive way include slowing down and taking time
with other people. This is particularly difﬁcult in the dependency system when lawyers consistently
have more than 200 clients, judges have more than 1,000 cases, and social workers and other mental
health providers have double or triple what is considered to be an acceptable case load. Despite
excessive caseloads, slowing down is one of the most important ways professionals can help themselves and others. The nervous system cannot be regulated when it is rushed moving from case to
case. This is as important for the professional’s nervous system as it is for the client’s nervous system. Slowing down gives you the time to see and hear your clients and for social engagement.
It is important to be nonjudgmental when interacting with people in the dependency system. A
key aspect to being trauma responsive is helping people feel safe. It is impossible for someone to
feel safe if they feel judged, particularly by the people who are supposed to support them. We do
this by listening to listen, not by listening to respond. Giving people an opportunity to tell their
story is, in some ways, the greatest gift we can offer and the best way to help them navigate the
dependency system.
One way to address the speciﬁc trauma manifestations is through a technique called pendulation.
Pendulation, as deﬁned by Peter Levine, is the body’s natural rhythm between overwhelm and
safety.99 He describes it as when a child falls and scrapes their knee, begins crying, and then runs
to their caregiver to be consoled.100 Pendulation allows the nervous system to recognize that it will
not always be stuck in one place, be that ﬁght, ﬂight, or freeze.101 While Levine describes it as a
therapy technique, it can be used by anyone. Pendulation only requires the willingness to think outside the box and, sometimes, to interrupt a story someone is telling. Interrupting to say something
you want to say can be traumatizing but interrupting when someone appears to be overwhelmed
can be trauma responsive. Recognizing the difference, and acknowledging that difference with clients, is important.
Here are two examples of using pendulation in two opposite scenarios – one involving an overly
activated sympathetic response and another involving such a child who has gone into a freeze state.
Client A is a ﬁfteen-year-old girl who has experienced signiﬁcant domestic violence in her parents’
relationship. When recounting this particular domestic violence incident, Client A’s speech sped up,
her shoulders crept closer to her ears, her breath became faster, she sat forward in her seat, and her
eyes began to get laser focused.
The following exchange occurred:
Lawyer, interrupting client’s story: “May I stop you for just a second? It looks as though telling
this story is very difﬁcult for you. Is that true?”
Client: “Yes.”
Lawyer: “I really want you to have the opportunity to tell your story, and I really want to hear it,
but it looks like it might be too much right now. Would it be okay if we stopped for a moment? I
will remember exactly where we are in the story, and we can talk about something else until you
feel a little better?”
Client: “Yes.”
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Lawyer and client talk about the client’s favorite movies. While that conversation happens, Client’s shoulders begin to drop, she sits back in her chair, her head is able to move on her neck, and
her eyes begin to soften into a more natural gaze.
Lawyer: “It looks as though you are feeling better. Is that true?”
Client: “Yes.”
Lawyer: “Would you like to continue telling the story?”
Client: “Yes.”
Client ﬁnishes telling the story, and this time, her nervous system remains regulated, and she
does not become overly activated.
This story illustrates a couple of important points about being trauma-responsive. The ﬁrst is
entirely contrary to what is generally considered appropriate. Sometimes it is okay, even necessary,
to interrupt someone. This is different than interrupting because you want to say something or
because you are not actually listening. This interruption comes from a place of compassion. It
inhibits the nervous system from becoming so activated that it is difﬁcult for the person to come
back. Notice too that the lawyer offered to remember where they were in the story. It would not be
appropriate to expect the person whose nervous system is becoming overwhelmed to have that kind
of memory. The lawyer could even write it down to ensure memory of the place in the story. It is
very important to express the want and need to continue the story, but just to give space to allow
the person to feel more comfortable. As soon as the professional mentions it, the person will likely
notice they are not feeling well. The most difﬁcult piece here is knowing that it is okay to interrupt
and doing it before the overwhelm sets in, particularly because when the sympathetic nervous system is activated like this, people tend to speak more quickly.
In another example, Client B is a ﬁfteen-year-old child who is nonbinary and who is not saying
much to the lawyer. The lawyer can see that Client B is slouching in their chair, shoulders hunched
forward, their breath is barely visible and then only in the uppermost part of his chest, and Client
B’s eyes are focused in one spot but not looking at the lawyer. The lawyer also notices that Client
B’s arms are just hanging by their side.
The following exchange occurred:
Lawyer: “This may sound like a strange question, but can you feel your arms right now?”
Client: “Actually, no.”
Lawyer: “Are you willing to try something with me?”
Client: “I guess.”
Lawyer places their palms together with elbows pointing out and pushes their hands together
asking the client to do the same, for about three seconds. Both put their hands down. Both of them
take an involuntary deep breath.
After this moment, the lawyer and the client were able to have a more involved conversation.
The client was not quite as stuck or absent-looking, and they could talk about the case. There are
multiple options in a scenario like this other than the one described here. One approach would have
been to just stand up and walk around, if that is an option where the lawyer and client are talking.
Another approach would have been trying to talk to the client about something the lawyer knows
the client enjoys doing. The difﬁculty with this approach is that the more stuck or absent the client
is, the harder it is to ﬁnd something to talk about that can bring them out of this kind of response.
A third approach is to use sensory toys or spinners or anything tactile, like playdoh or even
drawing. Just touching something that has a texture can help the nervous system come back online
when it has shut down. It is very important when doing this to refrain from immediately going into
a discussion of something traumatic. The freeze response happens because the sympathetic nervous
system is overly activated so the system has to shut down. It is important to allow someone time to
come back from the freeze state to talk about something enjoyable. This gives the nervous system
time to settle before you discuss something too activating again. Then, if the person becomes too
activated, you can use the pendulation technique described for Client A.
These techniques can seem very daunting and tend to contradict much of what we are taught.
Our natural biases about working with people experiencing trauma manifestations are not always
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helpful or correct. These tools help us to slow down the process, give people time, and allow you to
not feel overwhelmed by clients whose systems are so dysregulated that they cannot listen or interact with you.
Learning these techniques can help you take care of your own burnout, compassion fatigue, and
vicarious trauma. Importantly, taking care of yourself allows your clients to begin to feel safe in
your presence and provides the space for their own nervous systems to down regulate. These skills
cannot solve every aspect of the trauma in the dependency system, but what they can do is give
people enough space so that they have the ability to engage in the rest of the system. In my experience, taking this extra time and showing up regulated to conversations with clients helps the case
move forward because the brain’s executive function works better, and people are better prepared to
work together.
I would argue there is no other way to survive in the dependency system. If a person does not
feel safe, they cannot participate in the process. Every single professional in the dependency system
has the potential to offer a different type of presence, one that focuses on listening without judgment and navigating the nervous system with thoughtful care and appreciation for the harm that can
arise in dependency court.

VI. CONCLUSION
Working in the dependency court system can feel overwhelming and hopeless. The overwhelm
and trauma, whether primary or vicarious, often result in behaviors and actions that cause ongoing
trauma between professionals and the failure of the system to reunify families. There are ways to
respond that begin to interrupt the trauma responses and bring the body and nervous system back
into a natural state of regulation. Techniques that are based in the nervous system can have profound impacts on everyone involved. I hope this article has provided a ﬁrst step for noticing,
slowing down, and responding differently in your practice going forward.
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